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Two years ago I reported to the American
Laryngological Association five cases of cancer of
the larynx. The subject has engaged the atten-
tion of the profession since to a greater degree
than before, and the history of the disease has
become more fully known. The question as to
what to do with a cancer of the larynx has not,
however, been made any more evident. The ex-
aggerated tendency to operation in all cases of
surgical troubles, largely the result of, first, the
use of an\l=ae\sthesia,and, second, from the discov-
ery and application of antiseptic methods and
agents, has led the profession to consider lightly
the dangers of operation and, consequently, to
resort to them in cases in which the conditions
justifying an operation are as yet perhaps not
sufficiently known. At any rate, the question of
extirpation of the larynx cannot be considered as
beyond the experimental stage. The study of a
larger number of cases is necessary in order to
enable one to formulate the indications in any
given instance.
The history of a case celebrated more on ac¬
count of the exalted position of the patient than
for any especial facts in its course or termination
has led to much' additional discussion as to the
management of this affection. As a contribution
to the history of the disease I beg to report to the
Section the brief notes of two cases that have
come under my observation within the last year.
Case 6 of my series.—M. B. S., aet. 55 years;
male ; married and the father of several children ;
of regular habits, and always in good health till
the advent of the present trouble. Consulted me
in August, 1888, for a "sore throat." I had
known him for man}^ years, but had not been his
physician. A brother had died a few monthsbefore from some malignant disease—a sarcoma,
as I understood. His father and mother lived to
old age, and no other members of the family have
had any malignant or tubercular trouble.
There was no evidence of any specific trouble.
He had never had any severe illness, has not been
subject to sore throat or to colds, and up to July,
1887, has had nothing to attract his attention to
the throat. About that time, however, he began
to experience, at times, some discomfort in talk¬
ing ; his voice began to be husky, not all of the
time, but at intervals. He attributed this to cold
and did nothing for it, or only used such domes¬
tic remedies as were suggested b}r the family.
The huskiness continued, and in the December
following he consulted a physician. There was
at that time some soreness of the larynx. The
examination disclosed what was pronounced to
be an ulcération of the larynx. I am unable to
learn whether or not a laryngoscope was used in
this examination. A spray was used, and he
thought his condition was improved. During
the spring and summer the trouble, however,
grew worse, and for the last sixty days—June and
July, 1888, he has had, after exercising or in wet
weather, some dyspnoea, and the voice has been
entirely extinct. During all this time there has
been no actual pain, but a sense of discomfort ;
there has been cough at times, but not trouble¬
some. The appetite has been good, no difficulty
in swallowing, and as he expresses it, he ' ' feels
first-rate."
I find, upon external examination, that the
cartilages are prominent, symmetrical, movable,
and not tender upon pressure or manipulation.
The pharynx is red and the secretions are exces¬
sive in quantity. There is no change in the
structure of the parts. The epiglottis is at its
edges well defined and its form normal. The
vestibule of the glottis is filled with a growth,
especially at the anterior portion, which admits
of only sufficient air to meet the demands of the
system in a state of rest. The vocal bands could
be seen only with difficulty "in their cartilaginous
portions ; subsequently, after the use of cocaine,
the cords were seen as narrow whitish bands
throughout their entire length. The opening
through the vestibule of the larynx was narrow,
the walls roughened, and both sides were so
nearly alike that it was impossible to say that
the tumor was involved one side more than the
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other. The posterior portions of the larynx
seemed not to be seriously, if at all, implicated.
I was in doubt as to the diagnosis and placedhim upon potassium iodide and mercuric iodide.
I also applied to the parts, with an atomizer, a
solution of iodine in liquid cosmoline. There
seemed for a time to be some improvement, but
soon the dyspnoea evidently became worse, espec¬
ially ih damp weather, and occasionally in the
night during sleep. He had been living in the
country, and as a matter of precaution now came
into the city, so as to be within reach should
tracheotomy be necessary. The potassium iodide
was not well borne, and was discontinued. It
was on two occasions afterwards tried, but each
time it evidently did not act kindly; there was,
after a few days, decided loss of strength and im¬
pairment of nutrition. Local treatment by means
of sprays and vapors was continued, astringents,
iodine, carbolic acid, etc. These seemed to give
some temporary comfort, but no permanent benefit.
In the meantime external observations made it
evident that the size of the organ was increasing,
and that the enlargement was nearly symmetrical.
The question of extirpation was raised, but before
any definite opinion was reached tracheotomy
became necessary.
Early on the 9th of November he was seized
with a paroxysm of dyspnoea, and seemed to be
moribund before the operation was completed,though the rapid method was employed. Arti¬ficial respiration was kept up for some time. A
split Fuller's tube was inserted for convenience
in the hurry of the moment, and this was after a
few hours replaced by the ordinary form, which,
however, was not easily retained, and a Durham
tube was substituted. This was worn with great
comfort during the remainder of life.An accident which occurred in the use of this
tube I venture to mention. About three weeks
after the operation the swelling of the external
tissues had subsided and I loosened the collar of
the tube, with the thought of shortening the
transverse portion—in other words, of bringingthe collar down close upon the surface, so as to
prevent undue pressure against the posterior wall
of the trachea. I loosened the collar by turning
the set screw. I concluded, however, not to
make the change for the present, and tightened,
as I had supposed, the binding screw. During
the evening a severe fit of coughing came on and
the nurse telephoned me that the patient had
coughed out the tube. I at once hurried to the
bedside and found the bands around the neck in
place, with the collar of the tube over the trachéal
opening, while the nurse had in her hand the
inner tube, which had been, by a violent cough,
thrown to the foot of the bed ; the outer tube
was nowhere to be found. I carefully exam¬
ined the opening into the trachea ; could see
well the trachea! walls, but no tube. The patient
breathed easily and, in answer to my questions,
said he felt no discomfort ; no cough. Upon fur¬
ther questioning the nurse I found that after
cleansing the inner tube she attempted to intro¬
duce it, but did not succeed. She saw the outer
tube in place before trying to introduce it, but
could not see it afterwards. My patient was not
in the least incommoded by a large size Durham
tube, evidently resting somewhere in the respira¬
tory tract. With a long probe I searched for it
and found its upper end about two inches below
the trachea! opening. With a pair of Macken¬
zie's laryngeal forceps I was able to seize the
tube and extract it. It evidently did not come
up as easily as it went down. The old proverb,
"facilis descensus," etc. No harm came from it,but I at once made a flange on the upper end of
the outer tube, so that it should be impossible for
the accident to occur again.
During the whole history of the case there wasbut little pain. For the first few weeks after the
operation the cough was troublesome and the ex¬
pectoration muco-purulent. Later the expectora¬
tion was small in amount and mucous. There
was at no time, or until the last day or two, diffi¬
culty in swallowing liquids, and only during the
last few weeks difficulty in swallowing solids.
There was no swelling of the lymphatics, so far
as could be determined by careful palpation be¬
fore or after death. The post mortem examina¬
tion was limited to a section through the larynx,
permitting an examination of the posterior walls
of the trachea and larynx, and of the oesophagus.
The latter was healthy, and the posterior portion
of the larynx was involved only to a limited ex¬
tent. The trachea below the cánula was not ul¬
cerated and presented the ordinary appearance of
catarrhal inflammation. Evidently no injury had
been done by the mechanical pressure of the tube.
A section from the anterior portion of the larynx,
including the cartilages, membranes and super¬
ficial tissues, was removed, and, upon micro¬
scopic examination, presented all the character¬
istics of carcinoma.
The death of the patient was from asthenia.
There was no evidence of secondary carcinoma
anywhere. For the two weeks preceding death
there was frequent small pulse, Cheyne-Stokes
respiration, anorexia and insomnolence.Soon after the tracheotomy Dr. E. Fletcher In-
gals saw him with me in consultation, and the
question was again raised as to the propriety of
extirpation. We neither of us thought the op¬
eration advisable. A peculiar feature of this case
is the development from within anteriorly, leav¬
ing the posterior walls of the organ nearly or
quite intact.
Of the five cases reported to the Laryngological
Association by the author, all experienced diffi¬
culty in deglutition.
It is of course impossible now to say what was
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the initial lesion, but the first symptom washoarseness. So far as I know there was no lar-
yngoscopic examination made at that time. The
patient supposed it to be only a cold ; afterwards
a physician diagnosed it as ulcération of the lar¬
ynx, but I was unable to ascertain whether or
not a laryngoscopic examination was then made.
The transformation of benignant to malignantgrowths does without question take place else¬
where, and it is possible that the beginning may
have been a papilloma ; but I conjecture that the
origin must have been in the glandular tissue of
the ventricles on the vocal cords. The symmetri¬
cal development of the growth is, I think, unusual,
and I hardly know how to account for it except
upon the hypothesis of both ventricles or cords
having been invaded about the same time.
The propriety of extirpation, complete or par¬
tial, will probably be judged differently by differ¬
ent members of the Association. In view of the
statistics of carcinoma and of operations for ex¬
tirpation, I confess I do not think it likely thatlife would have been prolonged by extirpation ;
and yet it belongs to the class of cases in which
an operation is usually justifiable.
i. The patient was a male over 50.
2. A brother died from sarcoma or carcinoma.
3. The disease was primary carcinoma.
4. It was intrinsic.
5. It involved the anterior portion of the lar¬
ynx and was symmetrical.
6. There was dyspnoea early, but no dyspha-
gia till near the termination ; then not marked.
7. The lymphatics were not involved.
8. There were no secondary developments.
9. Death was from asthenia,
10. The duration of the disease from the first
symptoms was about twenty-one months.
11. The duration after tracheotomy was five
months.
An additional case of cancer of the larynx has
come under my observation within the last few
months.
Case 7 of my series.—M., aet. 53 ; German ; of¬
fice work ; family history good. During last year
there was occasional hoarseness lasting a few
days each time. For the last few months these
attacks have recurred offener, and for the last
two months the hoarseness has been nearly con¬
stant. There has been slight difficulty in swal¬
lowing solids ; particles lodge in the throat and
cause cough ; no soreness or pain with this. A
small lump (deep upper cervical lymphatic gang¬
lion) developed ; is not tender and does not in¬
crease in size. The salivary secretions are ex¬
cessive ; the voice is whispering, broken ; appetite
poor ; has lost 25 pounds in weight within the
last two or three months ; attributes this to diffi¬
culty in swallowing foods. There is now some
dyspnoea. Examination reveals an irregular,
ragged growth upon the posterior surface of the
epiglottis and the right and posterior walls of the
supraglottic space. The extreme border of the
epiglottis is swollen and livid, but its form is notlost. The tumor bleeds upon the slightest provo¬
cation ; even the effort to phonate produces bleed¬
ing. Nothing can be seen of the right vocal
cord, and only a small segment of the middleportion of the left during phonation.
A second examination about two weeks later
revealed no material change, except that there
was upon the surface of the growth an ulcérationgrayish in color and bathed with pus. The
lymphatic enlargement had somewhat increased,
and the salivary secretion and dysphagia was
more marked and troublesome.
The question of an operation is raised. The
implication of the lymphatics seems to me to
contra-indicate it.
With the five cases heretofore reported the
summary of the histories is as follows :
i. All of the seven cases were males.
2. The youngest 45, the oldest 72 years.
3. In four of the cases the growth was from
the right side, in one case from the left side, in
one case symmetrical and anterior, and in one
case probably from the left side.
4. In cases 5 and 6 there was a history of can¬
cer ; in case 5 the mother of the patient, and in
case 6 a brother.
5. In one case only did the laryngeal disease
appear to be secondary.
6. In two cases the lymphatics became in¬
volved, and in these two cases there was great
tendency to haemorrhage.
7. In no case was there marked pain in thelarynx.
8. In four cases tracheotomy was performed.
9. Four cases should be classed as extrinsic
and three cases as intrinsic.
10. The duration of life was : Two cases, 24
months; one case, 21 months; one case, 18 months;
one case, 17 months; one case, 14 months; one
case not yet determined.
CONCLUSIONS.
1. An intrinsic cancer, localized,with no enlarge¬
ment of the lymphatics, should be operated upon
as soon as its malignant character is determined.
2. An extrinsic cancer with enlargement of the
lymphatics should not be operated upon.
3. Intrinsic cancers of the larynx are less likely
to infect the system than extrinsic cancers,
4. Intrinsic cancers produce death by interfering
with respiration; extrinsic cancers by general in¬
fection, but more especially by interfering with
nutrition.
Of course there must be many cases of a mixed
character. The progress of the disease from
within outwards or from without inwards may
take place rapidly, and when first seen it will be
often impossible to determine the origin except
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by the order of the disturbances of function, as of
respiration, or of deglutition. If dysphouia or
dyspnoea have preceded dysphagia, we may con¬
clude that the disease has been in its beginning
intrinsic. If the difficulty of swallowing has been
the first or a very early and prominent symptom,
the disease has been extrinsic.
SHORT NOTES ON THE SURGICAL
DISEASES OF CHILDREN.
Read in the Section of Diseases of Children, at the Fortieth Annual
Meeting of the American Medical Association, June, iS8ç.
BY EDWARD BORCK, A.M., M.D.,
OF ST. LOUIS, MO.
What little I have to communicate upon the
surgical diseases of children is based upon per¬
sonal practical observation. It may not contain
any very new information, but as we are all in¬
terested, it will add at least something to our
collective treasure of knowledge and experience.
As such I offer the following remarks, leaving
out all theory, criticism and quotations.
I. CONGENITAL.
Hare Lip.—For a single, simple hare lip, after
having tried the various methods known, I oper¬
ate now with the object of not losing or destroy¬
ing any tissue if possible to prevent it. I insert
a very fine needle knife and pierce through the
lower margin of one corner of the lip, sweeping
the knife around to the opposite corner, thus leav¬
ing a complete and continuous bridge between
the two parts of the lips. (See Fig.  ; dotted
line indicates the incision.) I then pull it down(see Fig. 2), unite the wound with three or four
fine cambric needles deeply inserted. Upon the
needles a small piece of cork is put upon each
side (see Fig. 3), a single figure-of-8 ligature to
Figure 2.
hold it in its place : the whole is penciled over
with flexible collodion. In youths or adults I
use small glass beads instead of cork, two or three
on each needle. If swelling should occur I can
break one or more beads and thus relieve the ten¬
sion. I prefer to operate as soon as possible ; the
earlier the better for the unfortunate creature, and
the better the success for the surgeon. The ad¬
vantage of this plan is that the cork as well as
the glass does not irritate the skin, and if any
swelling should occur the ligature can be loosened
without risk of separating the wound. The cork
retracts slowly and enough to correct this swell¬
ing. Not dividing the lower margin in twins
nor sacrificing any tissue, leaves me a complete
natural bridge, a great advantage in cases where
union by first intention is not obtained. It also
fills up the gap better. The objections that one
may raise who never has tried this plan may be
Figure 3.
that it leaves a pendulum or a flap hanging down,but if you have patience and wait, that which at
first may seem a little unsightly to the eye, willin a few months disappear, so to say, it will be
appropriated or absorbed by the surrounding tis¬
sue. If, however, there remains a small protru¬
sion, it can easily be removed with the knife to
suit the case, and a much better result is obtained.
In double, simple harelip, I operate on one side
at a time. After a perfect or complete healing ofthe first, I operate on the second.
In simple, complete harelip running into the
nostrils, I operate in a similar way, paring the
edges according to circumstances, let the flaphang down and remove the superfluous portions,if any, some time after union has taken place.Hypertrophy of Tonsils.—I have seen no per¬
manent cure from any treatment whatsoever, ex¬
cept the complete extirpation of the tonsils, whichis, to my mind, the only safe treatment. Some¬
times a temporary relief may be obtained by other
remedies ; but generally we find ourselves disap¬pointed. I prefer to take out all of the gland, or
as much as possible, either of one or both, as cir¬
cumstances demand. The slicing off of a smallpiece only, and depending upon the remainingportion becoming smaller by atrophy, has been
to me a disappointment. I have not observed
impotency in adults who have had their tonsils
removed in childhood. I know7 a few whose ton¬
sils I removed when they were children ; they
grew up and were married, and their wives had
children, and the offspring had all or most of the
' ' ear-marks' ' of the tonsilless father ; and I know
more than one girl whose tonsils I removed that
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